We should possibly revise our knowledge about risk assessment of splenectomized individuals with b-thalassemia major. Besides their known risk of certain bacterial infection, they might be also in a risk of life-threatening primary cytomegalovirus (CMV) infection and end-, multi-organ disease, in the context of their immunosuppression status. Prompt and appropriate treatment initiation can be life saving.
A 40-year-old Caucasian splenectomized female with b-thalassemia major regularly transfused with packed and leukocyte-depleted red blood cells (RBC), presented acutely ill with fever, dry cough, and mild shortness of breath. Auscultation revealed bilateral diffuse fine crackles. Routine laboratory findings are shown on Table 1 ; thorax CT revealed bilateral interstitial lung infiltrates and small nodules marked toward the lower lobes, with a few ground-glass areas and bilateral pulmonary effusions. She was initially treated as a possible community-acquired pneumonia (Levofloxacin, Piperacillin-Tazobactame, and Oseltamivir), and she required supplemental oxygen therapy. Extended work-up was conducted in order to define the causative agent (Table 1) . During hospitalization patient remained febrile with radiographic progression. On day 7, laboratory reported a positive rt-PCR for cytomegalovirus (CMV) from a blood specimen obtained on day 2. Due to reported vision abnormalities a fundoscopy revealed retinitis of her left eye, and she was subjected to bronchoscopy; BAL examination was unremarkable for other respiratory pathogens except for positive rt-PCR for CMV. In addition, serum re-evaluation revealed a tenfold increase in IgG and a threefold increase in IgM titers.
Considering all together, medical history, clinical, and laboratory findings, the diagnosis of life-threatening primary CMV infection with multi-organ involvement (lungs, retina, and liver) was established. Ganciclovir 137 mg iv was introduced (Induction dose: 2.5 mg/kg of body weight qd, as adjusted to her renal failure GFR 25-49 mL/min), and was administered for a week followed by valganciclovir 450 mg per os (Maintenance dose: 450 mg qd as adjusted to her renal failure GFR 40-59 mL/min) for three more weeks. Fever resolved within 3 days from ganciclovir initiation, whereas pulmonary function and fundoscopic findings gradually improved by the end of the ganciclovir treatment. Close follow-up for the next 4 months was uneventful for relapse.
Several authors described cases of severe primary CMV infections in immunocompetent adults comprising pneumonia, hepatitis, retinitis, encephalitis, myocarditis, orchitis, pancreatitis, and multi-organ involvement. Mortality in case series is reported high, especially in those with non-CNS disease, and/or multi-organ involvement [1] , as in our case. The spleen provides first-line filtration of, and the defense against the virus [2] . The susceptibility to CMV is considered to be due to impaired cell-mediated Negative 
CMV antibodies determined one week and ten months before admission were negative (titers<5.0). Blood, urine cultures all negative; antibody detection against Brucella, Leptospira, Coxiella burnetti, Rickettsia conorii, Legionella pneumophila, Mycoplasma pneumoniae, Chlamydia pneumoniae, and psittaci were all negative. immunity, and reduction in levels of IgM [3] . The splenomegaly detected in patients with CMV infection along with reported cases of spontaneous splenic rupture with the identification of CMV inclusions in it [2] , suggests that the spleen is a replication site of and, hence, organ of early immunity against CMV infection. In addition, primary CMV infection elicits an early strong IgM response [4] . Particularly, human blood IgM memory B cells are circulating splenic marginal zone B cells, and splenectomized people have undetectable IgM memory B cells. The inadequate IgM production results in prolonged CMV illness and elicits overwhelming IgG and cytotoxic T-cell responses, also measured in our case (in both blood and BAL), and are evidenced by marked large granular lymphocyte proliferation and TCRc gene rearrangements [4] . The adequate function and quality of cytotoxic T-cells seems to be responsible for the ultimate control in CMV circulation [4] .
Red blood cells transfusions in b-thalassemia major on the other hand lead to iron overload which is considered responsible for several immunological abnormalities including defective phagocytic and chemotaxis activity of macrophages and neutrophils, alteration in T and B lymphocytes subsets and function, as well as alteration in cytokines responses [5] . The serum levels of TGF-b and IL-23 are significantly increased in patients with b-thalassemia major, suggesting an inflammatory status associated with the suppression of T-cell immune response, while at the same time they show a stimulated phenotype [5] . Furthermore, transfusion-induced upregulated expression of inhibitory receptor NKG2A on circulating NK cells in those patients has a close association with the decreased cytotoxicity of peripheral NK cells [6] . Of notice, our patient suffered secondary hemochromatosis (serrum ferittin levels 14,599ng/mL on admission, and high ferrum deposition on liver MRI) due to her poor compliance to chelation treatment.
The diagnosis of acute CMV infection in our case was based on serology, which established seroconversion. The relative slow and mild IgM productions, compared to IgG, are in accordance with reports of other splenectomized cases, that IgM response is impaired [4] , whereas IgG response is augmented and antedated. Flow cytometric analysis of the blood and BAL revealed relative high T-cytotoxic, low T-helper, and low CD4/CD8 ratio (Table 1) , in agreement with the observation of transient T-cell abnormality occurring during CMV infection in other splenectomized cases.
Despite the absence of guidelines, several authors suggest that the treatment of severe primary CMV infection in immunocompetent cases may be of benefit or even life saving, mostly in those with pneumonia or multi-organ involvement [1, 2] as in our case. When CMV diagnosis was established, ganciclovir was introduced, and patient improved by the end of its course.
We present the first reported case of severe, primary multi-organ CMV infection in a splenectomized patient with b-thalassemia major. The issue of considering patients with that medical history among the traditional immunosuppressed groups in danger for severe CMV infection requires further intention. Therefore, we could possibly revise our knowledge about risk assessment of splenectomized individuals with b-thalassemia. Besides their serious risk of certain bacterial infection, they might be also in a risk of life-threatening primary CMV infection.
